An audit of a hospital asthma clinic has revealed deficiencies in its educational activitles. A significant minority of attending patients; failed to understand the rationale behind their therapy and would take potentially inappropriate action when symptoms worsen. Many of those taking oral theophylline therapy were shown to be at risk of selfinduced toxicity. Watching a videotape about the disease in the waiting room was found to be more popular than leaflets and books as a source of information.
Introduction
The death rate from asthma in the United Kingdom has not changed significantly for many years. In New Zealand, the annual number of deaths due to asthma has recently risen'. The disease is frequently underdiagnosed and when correctly diagnosed may be inappropriately treated2'3. In the individual case, the severity may be underestimated by patient or by doctor4.
The high prevalence of the disease means that it must be managed mainly by the general practitioner. Referral to a chest physician may be necessary for initial diagnosis, or for initiation and advice regarding therapy, and sometimes for investigations. A minority of patients with severe asthma may require long-term shared care between family doctor and respiratory physician. In many parts of the country, these and other patients with asthma are seen in specialist asthma clinics where advice is available regarding diagnosis and therapy. The justification for grouping patients by disease is to facilitate education of the patient about the disease, and sometimes to facilitate research. Yet Ellis and Friend' recently suggested that in one such clinic the patient education role was not being fulfilled. The present study was designed in part as an internal audit of our own asthma clinic, but more importantly to explore other methods of telling patients about their disease. 0141-0768/86/ 060326-03/$02.00/0
The Royal Society of Medicine Methods Whipps Cross Hospital is a busy district general hospital serving a population of 280000, although many patients are seen who live outside its official catchment area. Patients with asthma may be under the care of any of 7 general physicians or 2 paediatricians. Two of the general physicians have a special interest in respiratory medicine, as do both of the paediatricians. On one half day of the week, one of the respiratory physicians sees only outpatients with asthma, and concurrently one of the paediatricians sees children in an adjacent consulting room. These children have a variety of respiratory conditions, but the majority have asthma. At the same time as this asthma clinic is being run, the other respiratory physician and a clinical assistant are doing a general chest clinic in which some of the patients may have asthma.
All patients with asthma attending this clinic are given verbal instructions about the disease and its treatment, and many have personalized handwritten information given to them about their treatment, a carbon copy of this being kept in their notes. All adult patients are also usually given six stapled A4 sheets of printed information about asthma and its treatment, and these 'in-house' notes contain specific advice about 'Signs that your asthma is worsening', and 'What to do ifyour asthma worsens'. Adults with asthma may also have been given the booklet Understanding Asthma (Allen and Hanburys) and copies of this book are also available in the waiting room. Children with asthma and their parents are sometimes given the same printed sheets as adults, but some are alternatively, or additionally, given either Childhood Asthma (Keymer Pharmaceuticals) or Your Child and Asthma (Astra Pharmaceuticals). The noticeboard in the clinic waiting room also contains posters about asthma and instructions regarding use of inhaled medication. Since 1983, there has been an active local branch of the Asthma Society, holding regular educational meetings. Some of the clinic attenders will have been to these public meetings.
During the four weeks of this study, one of the two clinic waiting rooms was used solely for patients with asthma. A videorecorder and screen were installed and a film about asthma played continuously during the course of the clinic. Of the two films suitable for this purpose, A Breath of Fresh Air (Fisons Pharmaceuticals) was selected because the alternative, Understanding Asthma (Allen and Hanburys), was currently being shown at local Asthma Society meetings.
After the usual consultation in the clinic, patients were asked to complete a questionnaire before leaving. The questionnaire was designed to obtain a database about the patients and their asthma, to elucidate the patients' understanding of the disease and treatment, and to evaluate the relative popularity of the various educational methods. (Copies of the questionnaire are available from the author on request.)
Results
Sixty-six completed questionnaires were available for analysis. The mean age of the asthmatics studied was 36 years (range 5-75), and they had had asthma for a mean duration of 15.3 years (range 1-50 years). Thirty patients had attended the asthma clinic more than six times, and 36 had attended on less than six occasions. Fifteen (23%) had never been admitted to hospital with asthma, 14 (21%)Ihad been admitted more than six times, and 9 (14%) had bee admitted more than ten times with severe.asthma. Table 1 shows. the subjective scoring of asthma severity, and Table 2 records the frequency and type of patients' symptoms, which permitAs a more objective assessment. Sixty-six patients (100%) were on an inhaled /2 agonist. When asked the maximum number of puffs which the patient would take in a 24-hour period, 42% reported less than 8, 46% stated a maximum of -betwqen 8 and 12 puffs, and 12% reported they would take more than 12 puffs per 24 hours, with one stating 30 as his maximum.
Fifty-five patients (83%) were on an inhaled steroid. Of these, 86% knew it was a regular preventive therapy; 11% thought it was for quick relief. Fifty-seven, patients (86%) had had their inhaler technique cheked by a hospital doctor, 19 (29%) had had it ch&ked by their general practitioner, 2 (3%) by a pharmacist, and 5 (8%) had never been shown how to use an inhaler or had their technique checked.
Twenty-four (36%) patients were on an oral theophylline preparation. Asked whether in the event of worsening asthma they would vary their, dose of therapy, 44% said -they would increase the tablets, 56% stated they would stay on the same dose, and none suggested-a decrease.
Realization ofseverity and response
The following two questions relating to knowledge of severity, of asthma and the patient's response to it pre lcially evaluated together here, but were deliberately separated by other questions on the questiouiaire:
(1) As you know, some people think that asthma could be seriousw others feel that it is not a severe disease, whilst others think that people could even die from it. What do you feel? Do you, for example, think people could die from asthma?
The response to this question showed that 54 (82%) patients knew you could die from asthma, 5 (8%) denied this possibility and 7 (10%) left this, but not the majority of other questions, unanswered.
(2 Flexibility of marking was essential with this question, but 52 (79%/0) patients were ;regarded as givingan appropriate and satisfactory rexspose, in that their replies included some combinati9n of appropriate self-help followed by speedy resort to medical assistance if there was no improvement. Nine (14%) replies were considered inappropriate, in that there was no meption of either general practitioner or hospital in responses to (a), (b)-or (c). Comments ranged from 'See my GP in the morning for antibiotics', or 'Take an extra Phyllocontin tablet', to the response of one patient to 2(c) who honestly stated, 'Panic'. Five (7%) patients did not answer this question. Twenty-two percent of patients thought that they had had too little information about the disease, 78% thought they had,had the rght amoun of information, whilst none thought that they lhad, been given too much information. When asked to tick which aspect of the disease they would like to know more about, a global interest was shown, with equal desire for knowledge about the causes of the disease, exercise-induced asthma, what to do if symptoms worsened,-and the treatment or drugs used.
All patients had had the opportunity of being informe4 about the disease by receiving written material, talking to the doctor and by watching the video, and their preferences tor th-se and other methods of education are shown in Table 3 . Twothirds of those quiestioned preferred the video to written information. Only 4 atieits had ever been to Asthma Society public meetwigs: 3 of these placed these meetings as the first choice for learning about the disease, and the other placed it'second (doctor talking to patient being first choice).
Patients were also asked the following question:
How much time do you think that your GP has spent talking to you about asthma and its treatment? Total time everispent ih minutes (please circle): 0 1 2 3 4 5 6-10 11-15 16-30 30-45 45-0
They 'were then asked how-long they had spent watching the video on the morning bfthe clinic, and
Table3. Preferredmethodof-education 66% of those exposed to seeral methods of education preferred the video to written information 'Even ifyouwhave not seen all of the possible methods, would you please put into order of 1 to 5(1=best, 5_=worst), which method ofspreading information about a disease would you think to be best':.
Written information/booklets, Combining the response to these two questions revealed that in 73% of cases the patient had spent longer on one occasion watching a video about the disease than their GP had ever been able to spend talking to them about asthma.
Discussion
Our hospital asthma clinic appears to have attracted an appropriate mix of patients. The replies to the questionnaire regarding severity, nocturnal waking, hospital admissions and number of clinic attendances suggests at least two groups of attenders, with at least a third of patients having severe asthma with frequent nocturnal symptoms and frequent hospital admissions, and a similar number of patients having mild disease who only need to attend two to three times to be diagnosed and placed on appropriate therapy. However, all groups are likely to benefit from an understanding of the disease and its treatment.
At first sight, the responses to the questionnaire may appear satisfactory, but closer examination reveals serious deficiencies in our ability to inform patients about the disease. There is a hard core of attenders who have failed to realize the disease can be serious, who have failed to distinguish between relieving and preventive therapies and who would potentially take inappropriate action if their symptoms worsened. No correlation was apparent between these 'poor responders' and severity or chronicity of disease, and they included both recent attenders and long-term attenders at the clinic. However, identifying these deficiencies may enable us to improve our information/educational efforts.
Whilst blanket advice should avoid inducing anxiety, it is possible that more prominence should be given to the dangers of severe asthma, and clearer information may be needed about earlier resort to medical advice if symptoms worsen. The results to the questionnaire have similarly highlighted an urgent need for us to improve the advice given about theophylline therapy, and this is likely to be a widespread problem. A surprisingly high 36% of responders were on oral theophylline therapy, but this may reflect the significant proportion having nocturnal symptoms, as shown in Table 2 . The hospital has a readily available theophylline assay, and many of the patients will have had blood tests to confirm that they are taking sufficient to achieve blood levels in the therapeutic range. The 'in-house' printed information sheets and the booklet Understanding Asthma both mention that extra doses of these tablets should not be taken without medical advice. Despite this, 44% of the patients on oral theophylline were unaware that increasing the dose when they were more breathless would be likely to produce toxic blood levels. Now that we are aware of this situation, the pharmacy computer prints an additional warning on the bottles of the tablets dispensed through this hospital, and we have intensified our verbal advice and placed a poster containing the same information in the waiting room.
During a long training, doctors become accustomed to assimilating information and knowledge from the written word. When imparting information, it is a logical step for them to supplement verbal instructions with written information. Their efforts are augmented by the pharmaceutical industry which provides leaflets about diseases for us to pass on to patients. These leaflets have an obvious value and their use has been studied in several situations6'7.
However, many patients will be used to gaining information not by reading, but by viewing; commercial advertisers have already got this message, and shops, etc., often contain video displays. We may have been slow in realizing this, yet entertaining a captive waiting audience is a logical step. This study confirms that two-thirds of asthma sufferers attending our clinics preferred this way of learning about the disease to written information, and the potential time available is much greater than can be offered in a traditional doctor/patient consultation. It is appreciated that viewing is not the same as learning, but there seems to be ample justification for exploring this further. Whilst it is relatively easy to organize such a video display in a single-disease hospital clinic, extrapolation to general practice may be possible, for example by 'Disease of the Month' displays.
